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ijsu.2006.05.003Abstract Despite being the most common benign tumor of nonepithelial origin in
the colon, colonic lipomas are nonetheless considered a rare occurrence. The mi-
nority of patients presenting with symptomatic colonic lipoma are generally treated
with resection. We report a case of a symptomatic patient who, on presentation,
was found to have a partially obstructing, self-amputated colonic mass on colono-
scopy, requiring endoscopic fragmentation to extrude what was later histologically
diagnosed to be a lipoma.
ª 2006 Published by Elsevier Ltd on behalf of Surgical Associates Ltd.Lipomas have been reported to occur all along the
gastrointestinal tract from the esophagus to the
rectum. Sixty-five percent of gastrointestinal lipo-
mas are found in the colon, the minority of which
are symptomatic.1 Several techniques have been
employed to remove these benign tumors. There
have also been a few reports of self-amputation
and spontaneous expulsion of colonic lipomas per
rectum where, in most cases, the patient pre-
sented with the expelled mass.2e6 We report the
case of a moderately symptomatic patient, who,
during the course of his workup, was found to
have inconsistent radiological and endoscopic3 645203.
et.lb (M.S. Sidani).
6 Published by Elsevier Ltd onfindings due to a freely mobile colonic mass. The
mass was extracted sigmoidoscopically by frag-
mentation and found to be a lipoma histologically.Case report
A 45-year-old male asbestos factory worker for 20
years presented with nonspecific, diffuse abdom-
inal pain and constipation that did not resolve on
antispasmodic agents and laxatives, respectively.
The patient denied a history of blood per rectum,
anorexia, weight loss, or family history of colonic
neoplasms. He had both a negative medical and
surgical history. Physical examination of the abdo-
men and digital rectal examination was bothbehalf of Surgical Associates Ltd.
Figure 1 Barium enema shows a right-sided colonic
filling defect (arrow).
Figure 2 A section of the infarcted lipoma (short
arrow) including its outer surface which is covered
with fecal material (long arrow), H&E 20. Higher
magnification inset showing coagulation necrosis charac-
terized by loss of nuclei with preservation of cell out-
lines, H&E 200.
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sided colonic, well-circumscribed, radiolucent,
9e10 cm polypoid mass (Fig. 1), while colonoscopy
revealed a left-sided, 9e10 cm, hard, polypoid
mass covered with fecal material. Biopsies taken
at this point showed only fecal material and ne-
crotic tissue. Abdominal CT scan showed a left-
sided mass with density values equal to fat. A
repeat colonoscopy 2 days later established that
the mass was mobile and had no stalk. Extraction
of the mass was unsuccessful due to its size and
hard consistency. Repeat biopsies were nondiag-
nostic. The patient was then taken to the operat-
ing room and colonoscopically, under heavy
sedation, the mass was pulled distally using a large
biopsy forceps. A foley catheter was inserted and
the balloon was inflated to 30 cc proximal to
the mass to prevent proximal migration. A rigid
sigmoidoscope was then inserted and the mass
was fragmented into quarters with repeated bites
using alligator forceps. The fragments were
thereafter expelled spontaneously by the patient.
The final histologic diagnosis was an infarcted
lipoma (Fig. 2). On further follow-up, the patient
denied any of his previous symptoms with no
subsequent problems. Colonoscopy performed 3
months following the initial presentation was
unremarkable.Discussion
Lipomas are the most common nonepithelial
benign tumors of the colon,7 with an incidence be-
tween 0.035% and 4.4%.8 Colonic lipomas are most
often discovered incidentally on routine colono-
scopy, autopsy, or during workup or management
for colon carcinoma.3,7 Twenty cases have been
reported in the literature of spontaneous expulsionof the lipoma per rectum as a result of self-ampu-
tation.2e6 Several theories have been set forth
regarding the mechanism of self-amputation. The
lipoma may necrose as it twists on its pedicle or
as that colonic segment intussuscepts.4,9 Another
theory proposed by Manheim and Peskin describes
slippage of the lipoma from a tear at the base of
the mucosal layer overlying it.
Removal is the most effective treatment for
colonic lipomas. Prognosis is excellent and there
are no reports of recurrence in the literature.1 If
the diagnosis of a lipoma is strongly suspected pre-
operatively and intraoperatively, simple local exci-
sion by enucleation is recommended. If the lipoma
is large or has a wide implantation base, segmental
resection is the preferable choice to avoid poten-
tial stenosis associated with wide local excision.
In cases where malignancy cannot be ruled out,
or if the mass is complicated by bleeding or in-
tussusception, segmental resection is again the
procedure of choice. In the event that an asymp-
tomatic lipoma is found incidentally intraopera-
tively, excision is recommended to confirm the
diagnosis and circumvent the possibility of symp-
toms in the future.1,10e12
Endoscopic removal by snare electrocautery has
been shown to be associated with a high compli-
cation rate, particularly for lipomas larger than
2 cm. As muscularis propria and serosa may be in-
cluded in the pseudopedicle, cutting through it
may result in colonic perforation. Furthermore,
the poor conductivity of adipose tissue can make
removal with electrocautery difficult. Endoscopic
ultrasoundmay be useful in assessing the possibility
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pected lipoma, by revealing the presence or
absence of muscularis propria and serosa in the
pseudopedicle. Endoscopic ultrasound does not
otherwise change the course of management13
even though hyperechogenicity may contribute
to increased suspicion of a lipoma.14 Therefore,
endoscopic removal by snare electrocautery is
only recommended for lipomas smaller than
2 cm with a limited pedicle.15 To prevent the pos-
sibility of perforation with endoscopic removal of
larger lesions, Murray et al. recommend the appli-
cation of the nylon endoloop prior to excision.
This technique is performed provided the diame-
ter of the pedicle is large enough to ensure a tight
fit of the loop. Sessile or broad semipedunculated
lesions preclude loop application because the
intended resection margin may lie beneath the
loop closure.16 The risk of perforation may be
further decreased as Raju and Gomez eliminated
the need for cautery, performing endoloop liga-
tion of the base of the lipoma allowing for slow
mechanical transection. Serial loop applications,
however, may be necessary to maintain the tight-
ness required for transection.17
In addition to the classical difficulties and
disadvantages associated with laparoscopic colon
resection, simple laparoscopic removal of a colonic
lipoma involves the additional limitation of in-
ability to palpate and localize the tumor for
resection. Nakagoe et al. employed the minilapar-
otomy approach for the removal of a colonic
lipoma, resulting in faster recovery time and less
pain postoperatively when compared to conven-
tional laparotomy.18 Ladurner et al. successfully
removed a colonic lipoma laparoscopically with co-
lonoscopic localization of the mass and no signifi-
cant complications.19
In the event of self-amputation and spontaneous
expulsion of a lipoma per rectum, close observation
and follow-up with a barium enema or colonoscopy,
to rule out the presence of a lipoma remnant, is
recommended in patients who are asymptomatic
thereafter. Surgery is indicated if symptoms, suchas
rectal bleeding, persist after the expulsion or if
a remnant remains.3References
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